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CRISIS ON CAMPUS: STUDENT ACCESS TO HEALTH CARE
Bryan A. Liang*
College-aged adults are an overrepresented group in the uninsured population of
the United States, and traditionally underserved minorities are disproportionately
affected. Students with private health insurance are often functionally uninsured
as well, since most schools refuse to accept this traditionally elite calling card on
campus. Consequently, the large uninsured and functionally uninsured popula-
tions often rely on school-sponsored health insurance plans for access to care. These
plans have uneven coverage, limited benefits, exclusions and high co-pays and de-
ductibles, and provide little health care security for their beneficiaries. Furthe,
schools and insurance companies have profited substantially from these student
plans, raising the possibility of a conflict of interest, with school-sponsored plans
that may be focused on financial benefits to schools rather than the health of stu-
dents. In addition, these plans may violate public policy and consumer protection
laws by charging those who do not enroll in school-sponsored plans higher prices
and by disingenuously claiming "competitive" rates when advertising to students.
Public efforts at a student mandate, such as in Massachusetts, although success-
ful in increasing the number of students with health insurance, have failed to
provide adequate access to care. A focused policy must be put into place to ensure
that students can effectively and efficiently access needed health care services on
campus. In support of this effort, a proposed statute is provided herein. This bill
would amend the Higher Education Opportunity Act to create a student health
insurance mandate. School-sponsored plans, as well as private plans with com-
parable coverage, would be required to fulfill a minimum standard benefits
plan. Reasonable exclusions and limitations would be allowed, based on stan-
dard practices in commercial health insurance plans. The statute would require
a minimum percentage of premiums to be spent on health care, with any excess
rebated to students. It would also require schools to accept a student's private
health insurance for campus services to avoid forcing students to pay more than
once for care. As part of this mandate, a portion of the surplus retained by
schools billing private insurers would be allocated to create health insurance
scholarships for uninsured students. Finally, the definition of "cost of atten-
dance" would be adjusted to ensure that financial aid calculations take into
account health insurance premiums.
* E. Donald Shapiro Distinguished Professor; Executive Director, Institute of Health
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Safety, University of California, San Diego School of Medicine, San Diego, CA; Member, U.S.
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I. INTRODUCTION
College-aged adults represent one of the largest groups of unin-
sured or underinsured people in the United States.1 According to
the American Medical Association, young adults of college age
(18-24 years old) are the most likely age group to be uninsured,2
and are overrepresented amongst the uninsured population.3
Breaking down this age group reveals even more dismal informa-
tion: fully 31% of 18-20 year olds and 39% of 21-24 year olds have
no health insurance. 4 Up to one-third of all college students are
uninsured.5
Although these figures are sobering, the dire nature of the prob-
lem becomes even clearer when one considers that students who
do have private health insurance are not much better off than the
1. See, e.g., Hearing on Providing Health Insurance to Young Adults Enrolled as Dependents
in FEHBP Before the Subcomm. on Fed. Workforce, Postal Serv., and the District of Columbia of the H.
Comm. on Oversight and Gov. Reform, 110th Cong. (2008) (testimony of Sara R. Collins, Assis-
tant Vice President, Commonwealth Fund) (on file with the University of Michigan Journal
of Law Reform), available at http://www.commonwealthfund.org/usr_doc/1125_Collins_
TestimonySubcommittee onFederalWorkforce_04-29-2008.pdf?section=4039 (stating that
individuals aged 19-29 comprise the fastest growing uninsured group).
2. WILLIAM A. DOLAN, AMERICAN MEDICAL ASSOCIATION, CMS REPORT 4-A-07 OF
THE COUNCIL ON MEDICAL SERVICE: HEALTH INSURANCE COVERAGE FOR COLLEGE STUDENTS
1 (2007), http://www.ama-assn.org/amal/pub/upload/mm/372/aO7cms4.pdf (on file with
the University of Michigan Journal of Law Reform).
3. See id. at 2; see alsoJohn Otrompke, Health Care Needs and America's College Students:
Public Health Dilemma or Opportunity? U. Bus., Dec. 2004, at 41, 43 (on file with the University
of Michigan Journal of Law Reform), available at http://www.universitybusiness.com/
viewarticle.aspx?articleid=300&pf=l ("'According to the U.S. Census 2002 report, young
adults ages 18 to 24 were less likely than any other age groups to have health insurance
.. ' (quoting Sharon Fisher, American College Health Association)).
4. Press Release, California Department of Insurance, Insurance Commissioner
Poizner Urges Parents and College Students to Evaluate Insurance Needs as They Head
Back to School (Sept. 19, 2007), http://www.insurance.ca.gov/0400-news/0100-press-
releases/0060-2007/release095-07.cfm (on file with the University of Michigan Journal of
Law Reform); see also SARA R. COLLINS ET AL., JoB-BASED HEALTH INSURANCE IN THE
BALANCE: EMPLOYER VIEWS OF COVERAGE IN THE WORKPLACE 6 (2004), http://
www.commonwealthfund.org/usr_doc/collinsjobbased_718.pd.section=4039 (on file with
the University of Michigan Journal of Law Reform) (reporting 2004 study which found
increasing numbers of uninsured young people due to 59% of employers dropping coverage
of dependents on their 18th or 19th birthday if not enrolled in college).
5. See Sana Siwolop, In Loco Parentis Doesn't Necessarily Pay the Doctor, N.Y. TIMES, Aug.
10, 2003, at 8 (on file with the University of Michigan Journal of Law Reform), available at
http://query.nytimes.com/gst/fullpagehtml?res=9F03EED71431 F933A2575BCA9659C8B
63&sec=&spon=&pagewanted=all ("By some industry estimates, nearly a third of all college
students do not have coverage."); see also STACEY L. POGUE, COVERING UNINSURED COLLEGE
STUDENTS IN TEXAS: THE ROLE OF STUDENT HEALTH INSURANCE 99 (2005), http://
www.utexas.edu/lbj/pubs/pdf/uninsured-students.pdf (on file with the University of
Michigan Journal of Law Reform) ("Surveys administered at colleges around the state [of
Texas] show uninsured rates ranging from 21 to 78 percent for students at different colleges."
(emphasis added)).
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uninsured when on college campuses. Research by the U.S. Gov-
ernment Accountability Office ("GAO") found that most students
have health insurance, usually through a parent's private plan.6 Yet
when they attempt to access health care on campus, their coverage
is rejected.7 Hence, at school, individuals who have already paid for
insurance, or whose parents have done so on their behalf, are
functionally uninsured.
In sum, there are millions of students who are uninsured or
functionally uninsured (despite the elite calling card of private
health insurance). These are the very people who are at a high risk
of requiring significant care due to naive health and lifestyle
choices," injuries,9 infections brought on by living in close quarters,
and serious diseases including cancer, HIV infection, and autoim-
mune disorders. °
Unfortunately, these students are left with limited access to
health care. School-sponsored plans are highly variable across
schools and even amongst schools within the same system. Severe
limits on coverage, high ancillary plan costs, and other barriers
6. U.S. GOV'T ACCOUNTABILITY OFFICE, HEALTH INSURANCE: MOST COLLEGE STU-
DENTS ARE COVERED THROUGH EMPLOYER-SPONSORED PLANS, AND SOME COLLEGES AND
STATES ARE TAKING STEPS TO INCREASE COVERAGE 10 (2008) [hereinafter GAO] (on file
with the University of Michigan Journal of Law Reform), available at http://www.gao.gov/
new.items/d08389.pdf.
7. See, e.g., Jonathan D. Glater, Cuomo Investigating Colleges' Deals with Health Insurers,
N.Y. TIMES, Nov. 17, 2008 (on file with the University of Michigan Journal of Law Reform),
available at http://www.nytimes.com/2008/11/17/business/yourmoney/17insure.html
("'The vast majority of campus health centers do not accept [private] insurance as payment
for service."' (quotingJames A. Boyle, President, College Parents of America)).
8. See DOLAN, supra note 2, at 2. Some challenges to health include alcohol and drug
use, sexual activity, unintended pregnancy, sleep deprivation, sexually transmitted disease,
and physical injuries. This population also needs mental health services, although demand
apparently outstrips supply. See id. at 2; see also Sherry A. Benton et al., Changes in Counseling
Center Client Problemw Across 13 Years, 34 PROFESSIONAL PSYCHOL.: RES. & PRACTICE 66 (2003)
(on file with the University of Michigan Journal of Law Reform), available at
http://www.apa.org/journals/releases/pro34166.pdf (describing dramatic increase in men-
tal health service requirements for college health students over study period); Ralph
Hingson et al., Magnitude of Alcohol-Related Mortality and Morbidity Among U.S. College Students
Ages 18-24: Changes from 1998 to 2001, 26 ANN. REV. PUB. HEALTH 259, 259, 267 (2005)
(599,000 are injured due to alcohol-related accidents and 1,700 college students die annu-
ally from alcohol-related unintentional injuries, including motor vehicle crashes);
Otrompke, supra note 3, at 44 (reporting motor vehicle accident treatments, OB/GYN care,
and depression counseling are leading health care needs of college students).
9. See generally Hingson, supra note 8.
10. It should also be noted that a wide array of other serious disease states are diag-
nosed in the adolescent-young adult aged population, including leukemia, lymphomas, and
central nervous system tumors, as well as cervical, colorectal, and breast cancer. See NA-
TIONAL CANCER INSTITUTE, A SNAPSHOT OF ADOLESCENT AND YOUNG ADULT CANCER,
http://planning.cancer.gov/disease/AYA-Snapshot.pdf (on file with the University of
Michigan Journal of Law Reform); see also A. Bleyer, Young Adult Oncology: The Patients and
Their Survival Challenges, 57 CA CANCERJ. CLIN. 242, 243 (2007).
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preclude adequate access." Even in states with health insurance
mandates, poor outcomes have occurred due to inattention to the
details of coverage.'2 Hence, a large fraction of the student body in
the United States is one accident or illness away from losing their
health, education, and accompanying present and future opportu-
nities.1
3
What is needed is a policy that creates appropriate minimum
standards for school-sponsored insurance programs, and provides
useful coverage for those students who lack health insurance.
School-sponsored plans should be subject to strict limitations on
the premiums they can collect and how much can be retained as
surplus. In addition, students insured through a third party, such
as their parents, should be permitted to use their existing insur-
ance for services on campus. This combined approach will address
the problem of the uninsured and functionally uninsured on cam-
pus, minimize barriers to accessing health care, provide a larger
foundation of insured students in this high-risk, high-incidence
population, and allow students to maximize their academic poten-
tial.
Part II reviews the extensive problem of the uninsured and func-
tionally uninsured on campus. It describes the nature of the
uninsured student population, in which traditionally underserved
minorities are disproportionately affected. It then describes the
striking problem of the insured student, who becomes functionally
uninsured on campus due to the common university practice of
rejecting private insurance. School-sponsored plans are then re-
viewed, revealing a patchwork of uneven and unstandardized
systems that are often short on benefits and long on cost-sharing
obligations for the student.
In Part III, the significant challenges presented by school-
sponsored health insurance are outlined. There are important
conflicts of interest associated with these plans, including the pos-
sible choice of plans based on the financial benefits to the school
rather than the best interests of the students, the high profits de-
rived from some plans, and school requirements of student
participation and penalties for nonparticipation, all of which may
implicate state and federal consumer protection laws. In addition,
the Massachusetts student insurance mandate is reviewed. Upon
11. See infra Parts II and III.
12. See MARK RUKAVINA ET AL., NOT MAKING THE GRADE: LESSONS LEARNED FROM
THE MASSACHUSETTS STUDENT HEALTH INSURANCE MANDATE (2007), http://
www.accessproject.org/adobe/nomakingthe-grade.pdf (on file with the University of
Michigan Journal of Law Reform).
13. See California Department of Insurance, supra note 4.
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analysis, although it has succeeded in increasing the number of
students with health insurance, poor attention to detail with re-
spect to coverage has limited the program's success.
To address these concerns, a proposed annotated statute is pro-
vided in Part IV. It would amend the Higher Education
Opportunity Act to link federal tuition assistance programs with a
student health insurance mandate. It prescribes minimum benefits
for all school-sponsored health plans, as well as private plans that
fulfill the student health insurance mandate. It allows for exclu-
sions and limitations comparable to commercial health insurance
plans. Importantly, the proposed statute requires that a minimum
percentage of premiums from school-sponsored plans be spent on
health care services, and mandates rebates to students if this level
is not met, similar to state small-group insurance programs. The
bill also requires that schools accept private health insurance for
health care services provided on campus, and use a percentage of
the significant surpluses potentially available from these receivables
to fund health insurance scholarships for needy students. To en-
sure that federal financial aid calculations take into account the
costs of health insurance, the bill would amend the Higher Educa-
tion Opportunities Act to expressly include health insurance as
part of the "cost of attendance" for students enrolled in a higher
education institution.
Finally, in Part V, some concluding thoughts are offered.
II. THE PROBLEM
A. Uninsured Students
A large fraction of college students are uninsured. As noted in a
2008 GAO report, approximately 20% of the roughly 7 million col-
lege students in the United States have no health insurance.1
4
Other estimates are even higher."1
Breaking this data down, it appears that certain minority groups
suffer disproportionately from a lack of adequate insurance. His-
panic, African American, and Asian students are more likely to be
14. See GAO, supra note 6, at 10.
15. The American Medical Association estimates that there are 7.9 million full-time
college students, and 23% are uninsured at any time using the Survey of Income and Pro-
gram Participation. See DOLAN, supra note 2, at 2. Others indicate a 25% under- or
uninsured rate of a larger student population. See Otrompke, supra note 3, at 43 ("[S]ome
25 percent of America's 18 million college students are some combination of underinsured
or uninsured." (citing Ralph Manchester, director of University Health Services at the Uni-
versity of Rochester)).
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uninsured than Caucasian students. 6 Specifically, 38% of Hispanic,
29% of African American, and 26% of Asian college students be-
tween 18 and 23 are uninsured, compared with only 15% of
Caucasians in this group. 7 These are the very same ethnic groups
that are disproportionately uninsured in the general U.S. popula-
tion.'
Further, college students with lower family incomes are more
likely to be uninsured, with the mean family income of the unin-
sured being roughly half that of students reporting health
insurance coverage. 9 This also reflects more general U.S. statistics
that indicate that access to health insurance rises with income .
These uninsured students are highly costly to the health care sys-
tem. By GAO estimates, which it admits may be low, uninsured
college students incurred between $120 million and $255 million
in uncompensated care in 2005.21 This estimate does not include
costs associated with medical treatment relating to injuries. One
estimate limited to hospital care alone indicates that uncompen-
sated care costs for such injuries were greater than $100 million in
2004.2' Hence, at a minimum, the direct costs to society of unin-
sured students are in the hundreds of millions of dollars. Indirect
costs add even more to this tally.
24
Of course, the implications for students are tremendous. Stu-
dents need to be healthy to learn effectively. Further, from a
financial perspective, it is apparent that having insurance is a nec-
essary condition for continued enrollment. For example,
according to a study by the California Board of Regents, the single
most common reason students disenrolled from school was unpaid
16. See GAO, supra note 6, at 13.
17. See id. at 13-14.
18. See id. (citing U.S. CENSUS BUREAU, INCOME, POVERTY, AND HEALTH INSURANCE
COVERAGE IN THE UNITED STATES: 2006 (2007)).
19. See id. at 15 (noting average family income of uninsured college students reported
at approximately $52,000, compared with insured college student family income reported at
$95,000).
20. See id. (citing U.S. CENSUS BUREAU, INCOME, POVERTY AND HEALTH INSURANCE
COVERAGE IN THE UNITED STATES: 2006 (2007)).
21. SeeGAO, supra note 6.
22. See id. Nor does this estimate include medical care for which only a partial payment
was made. See id. at 16 n.27.
23. See DOLAN, supra note 2, at 2.
24. For example, lost health, decreased workforce productivity, developmental and
educational losses among children, and shorter life spans have all been linked to being
uninsured. See KAISER COMMISSION ON MEDICAID AND THE UNINSURED, COVERING THE UN-
INSURED IN 2008: KEY FACTS ABOUT CURRENT COSTS, SOURCES OF PAYMENT, AND
INCREMENTAL COSTS 1 (2008), http://www.kff.org/uninsured/upload/7810.pdf (on file
with the University of MichiganJournal of Law Reform).
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medical bills.25 Thus, lack of insurance impacts not only access to
health care, but also access to higher education.
B. Functionally Uninsured Students
Beyond students who lack health insurance, there is a category
of students who would normally be covered but who are function-
ally uninsured: those with private health insurance who attend
institutions that disallow its use.
Most students who attend institutions of higher learning have
26
some form of health insurance. Approximately 80% of students
have insurance; of this number, most (67%) have access to health
insurance coverage through employer-sponsored plans. Impor-
tantly, these students (87%) are generally dependents and access
health insurance coverage through another person's policy (such
as a parent).28
Yet college and university health centers usually do not accept
private health insurance.29 Universities have claimed that the com-
plexities of billing outside insurance companies preclude them
from engaging in this standard community practice.3 0 However,
many higher education institutions have adopted outsourcing
strategies for a wide array of school activities, including health care
25. See Otrompke, supra note 3, at 43 (quoting Dan Fishbein, Chickering Group and
general manager of Aetna's student health line of health insurance); Vita Reed, Many College
Students Required to Have Insurance: Study Shows Unexpected Medical Expenses Were a Leading
Cause of Students Dropping Out of Schoo SAN DIEGO Bus. J., April 11, 2005, at 17 (on file with
the University of Michigan Journal of Law Reform), available at http://goliath.ecnext.com/
coms2/gi_0199-4222175/Many-college-students-required-to.html ("The University of Cali-
fornia Board of Regents moved to require insurance after a retention study showed that
unexpected medical bills were a leading cause of students dropping out. ).
26. GAO, supra note 6, at 10.
27. Id.
28. Id.
29. See, e.g., Glater, supra note 7 ("'The vast majority of campus health centers do
not accept [private] insurance as payment for service. Instead, some schools force the
student, as a condition of enrollment, to purchase health insurance policies offered by
the school.'" (quoting James A. Boyle, President, College Parents of America)); see also
Elizabeth Redden, Your Campus ID and Insurance Card, Please, INSIDE HIGHER ED, July 3,
2008 (on file with the University of Michigan Journal of Law Reform), available at http://
www.insidehighered.com/news/2008/07/03/insurance ("Only a minority of college health
centers bill insurance providers-other than for those students insured through university-
sponsored plans.").
30. See Patti Neighmond, Colleges" Health Insurance Fees Questioned, NATIONAL PUBLIC
RADIO, Feb. 5, 2009, http://www.npr.org/templates/story/story.php?storyld=100272793
(on file with the University of Michigan Journal of Law Reform) (comments by Chad Hen-
derson, Director of Health Services for the University of Rhode Island and President of the
American College Health Association).
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services.3' Despite school claims, private insurance billing may pro-
vide significant benefits to the school. 2 For example, schools
billing private insurers have been able to increase infrastructure
investment and realize hundreds of thousands of dollars in extra
revenue3 3 with little or no net cost.
3 4
Yet schools continue to resist changing their traditional methods
of providing access to care, which has resulted in the anomaly that
insured students lose access to services upon crossing the campus
border. These students then become subject to the same chal-
lenges experienced by students who are uninsured outside campus
walls. Higher educational campuses may thus represent islands of
the uninsured-locations where the uninsured in fact include both
those with private health insurance and those without.
C. School-Sponsored Insurance
In the majority of schools, the uninsured as well as the function-
ally uninsured have limited options with respect to health coverage
on campus. Usually the only choice is to pay for school-sponsored
insurance. Sadly, the costs and availability of such coverage are un-
even and the benefits and scope of coverage vary.
In the 2007-2008 academic year, roughly 57% of a random sam-
ple of colleges offered some form of health insurance to their
students.3 Those that offered health insurance were typically 4-year
public colleges, while those that did not were typically 2-year public
colleges.36 Unfortunately, the latter are institutions that have a
higher enrolled population of minority groups, exacerbating the
effects of minority status on access to health care.3 7
31. Billing may be outsourced, similar to other outsourcing, such as for bookstores,
meal services, custodial services, real estate management, laundry, printing, parking, secu-
rity, and information technology to name a few. See Ben Gose, The Companies That Colleges
Keep, CHRON. HIGHER EDUC.,Jan. 28, 2005, at B1.
32. See Tanya Mohn, Health Coverage Often Stops at the Campus Gate, N.Y. TIMES, Feb. 23,
2008; see also Redden, supra note 29.
33. See Redden, supra note 29; see also Press Release, Butler University, University Part-
ners with Medical Billing Operation to Enhance Student Health Services, http://
www.butler.edu/absolutenm/templates/?a=992&z=22 (on file with the University of Michi-
gan Journal of Law Reform) ("The [private insurer billing] arrangement, which costs the
University nothing, will result in revenue for the University that can be used to enhance
health programs and services, and increase student access to physician care which is cur-
rently limited.").
34. See Butler University, supra note 33.
35. GAO, supra note 6, at 17.
36. Roughly 82% offered health insurance, compared with 71% of 4-year private col-
leges, and only 29% of 2-year public colleges. Id.
37. Id. at 17 n.29.
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The plans available to students vary significantly. Attempting to
balance cost to the student with adequate coverage, administrators
often focus on cost, as students and/or their families usually must
pay the entire premium (even if they have paid for private insur-
ance already).38
Despite the emphasis on price, premiums offered for school-
sponsored plans are extremely variable. Premiums have been
reported to range from a low of $30-$200 to a high of $2,400
annually.
39
Like premiums, coverage levels vary. For example, the GAO
found that school-sponsored plans commonly limit benefits on a
per condition per lifetime basis, with maximums ranging from
$2,500 to $1,000,000.4 However, the benefits provided by these
plans are seldom generous. Over half of plans provided less than
$30,000 in coverage per condition per lifetime.41 Yet "'when a stu-
dent gets gravely sick, $30,000 in benefits is unrealistically low.' ,42
To put this information in context, typical commercial Preferred
Provider Organization ("PPO") health plans limit total benefits in
only about two-thirds of plans.43 Compare school-sponsored health
plans: in addition to their low dollar ceilings, they limit total cover-
age in 96% of plans.4 Further, commercial plans generally offer
lifetime limits ranging from $2 million to over $5 million, compared
with a median maximum lifetime benefit for school-sponsored plans
of only about $500,000.45 Hence, school-sponsored health insurance
plans generally impose benefit limits and set lower maximum
benefit amounts than community market plans.
In addition, school-sponsored health plans often impose other
significant limitations on coverage. For example, some employ "in-
ternal benefit limits" that set a cap on the amount the plan will pay
for particular services.46 This can range from a limit on one particu-
lar service (e.g., ambulance services per condition per lifetime of
38. Id.
39. Id.
40. Id. at 24.
41. Id. at 24, 25 fig.6.
42. See Ben Elgin & Jessica Silver-Greenberg, Is Your Kid Covered?: Insurers Make Big
Profits From College Students, But Some Families Are Left With Huge Bills, Bus. WK., May 19,
2008, at 41, 42 (quoting Alan Sager, Professor of Public Health, Boston University) (on
file with the University of Michigan Journal of Law Reform), available at http://
www.businessweek.com/magazine/content/08 20/b4084041498815.htm?chan=bschools_
undergraduate+business+programs+-+new+design-paying+for+college.
43. GAO, supra note 6, at 26 n.43.
44. Id. This is done overall per year or by condition per year. Id. at 26.
45. Id. at 26 n.43.
46. Id. at 27.
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$150) 41 to a set of services (e.g., "all outpatient benefits (including
doctor visits, emergency room visits, X-rays, laboratory fees, radia-
tion, and chemotherapy) [limited] to $1,200 per condition per
lifetime.").
Unfortunately, these plans create substantial health care bur-
dens and barriers for students. From a substantive health care
access perspective, school-sponsored plans employing these strate-
gies may restrict students from obtaining necessary treatment for
serious conditions, regardless of the stated maximum benefit. For
example,
Low internal benefit limits can make it highly unlikely for en-
rollees' coverage to meet the plan's maximum benefit
amount. For example, one plan we reviewed in our case stud-
ies had a maximum benefit of $50,000 per condition per
lifetime and an internal benefit limit of $1,200 per condition
per lifetime for all outpatient benefits, including coverage for
emergency services, diagnostic services, radiation, and chemo-
therapy. Under this plan, [even the low $50,000 benefit is
illusory because] students who require extensive outpatient
services to treat one condition (such as a chronic condition or
serious illness like cancer) would be unlikely to ever meet the
$50,000 per condition per lifetime maximum benefit amount
[since the internal benefit limit would arise first and block any
further coverage] .
Hence, it is apparent that students have limited options to obtain
health care from many school-sponsored health insurance plans.5°
47. See id.
48. Id.
49. Id. at 28.
50. Indeed, even beyond complex disease coverage, "'[m] any plans offered by colleges
are pretty bare bones' .... Physicals, gynecological visits, and other preventive care may not
be covered." Michelle Andrews, Bruises, Breaks, and Sneezes, U.S. NEWS & WORLD REP., Apr.
19, 2004, at 62 (quoting Mila Kofman, Georgetown University Health Policy Institute) (on
file with the University of Michigan Journal of Law Reform), available at http://
www.usnews.com/usnews/edu/articles/040419/19cost.insure.htm. Other plans have impor-
tant exclusions that limit coverage for students. For example:
Some exclusions found in student health insurance plans in Texas may be inappro-
priate for the college population. At least one plan excludes expenses related to
treating sexually transmitted diseases, and many plans exclude treatment for sub-
stance abuse. Most plans in Texas exclude injuries related to intoxication or illegal
use of drugs, though alcohol is involved in half of injuries on college campuses. Rates
of unintended pregnancies are highest among women under age 25, and abortion
rates are highest among women ages 20 to 24. Most student health insurance plans in
Texas, however, exclude elective abortion. The majority of plans in Texas also ex-
[VOL. 43:3
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III. CONCERNS
A. Limits and Conflicts
Limited coverage and benefits under school-sponsored health
plans indicate that simply because an institution of higher learning
offers insurance, students and their families cannot assume that it
must be adequate or comprehensive." Unfortunately, the difficul-
ties with these plans may arise in part from schools choosing the
plan that best serves the school rather than the students. Besides
representing poor institutional policy, this may implicate important
legal issues.
1. School as Broker
Schools may effectively act as a broker for health insurance plans,
receiving a percentage of premiums for this activity.52 However, the
financial incentive for schools acting in these roles creates a con-
flict of interest-schools may choose insurers and plans that favor
their own bottom lines rather than focusing on the needs of
clude injuries that result from perceived dangerous activities like bungee jumping,
skydiving, and hang gliding, and a few policies exclude injuries from riding motorcy-
cles, three-wheelers, and all terrain vehicles. Most of these exclusions are not
common in employer-sponsored health insurance plans, and the inclusion of them in
student health insurance plans may leave many insured students with no coverage for
medical services that they require.
POGUE, supra note 5, at 102 (citation omitted); see also Elizabeth F. Farrell, 'A False Safety Net.
Colleges Face Pressure to Provide Health Insurance for Their Students, but Many Plans Lack Basic
Benefits, CHRON. HIGHER EDUC., July 21, 2006, at A30 ("Many of [the school-sponsored
health plans] have benefit levels I would not want my children covered under .... There
are so many exclusions and limitations that they often provide a false safety net." (quoting
Susann L. Jackson, director of student health benefits at the University of Minnesota-Twin
Cities)). Indeed, it has been estimated that 85% of school-sponsored plans fall to comply
with the American College Health Association guidelines. See POGUE, supra note 5, at 17-18.
51. See Elgin & Silver-Greenberg, supra note 42, at 41 (describing school-sponsored
plan that covered only $22,800 of $206,325 bill for student who contracted Guillain-Barr-6
syndrome, and whose father who bought the plan stated "I thought, well, the college is
offering it .... Why would it be a bad plan?"); see also Ben Elgin & Jessica Silver-
Greenberg, Student Health: What You Need to Know, Bus. WK., May 8, 2008, http://
www.businessweek.com/magazine/content/08_20/b4084041503239.htm (on file with the
University of Michigan Journal of Law Reform) ("[A] school's seal of approval does not
mean the plan will be sufficient in a time of need. In fact, better options may be available
elsewhere."); Jon Englund, The Economy and College Student Health, INSIDE HIGHER EDUC.,
Nov. 14, 2008, http://www.insidehighered.com/views/2008/1l/14/englund (on file with
the University of Michigan Journal of Law Reform) ("Under many insurance plans offered
by schools, there's a lot of fine-print. Just because the school has endorsed a plan on some
level, doesn't mean it has the 'Good Housekeeping' seal of approval.").
52. See Elgin & Silver-Greenberg, supra note 42, at 42.
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students. This is the result of a lack of accountability of premium
use for student services.
The amounts involved are significant and vary by school: for ex-
ample, the Kansas Board of Regents receives 1.5% of premiums
collected in its student health plan, and the University of Alaska
receives 5%,53 while the University of Colorado receives a whopping
-50% of health insurance premiums charged.1 Hence, there may
be a significant conflict of interest in a school's choice of health
insurance plan.
Furthermore, schools acting as brokers may violate insurance
laws if they are unlicensed to perform such activities. A school may
need to be a licensed insurance administrator to act as a broker of
health insurance products. Under one state statute, an "'adminis-
trator' means any person who collects charges or premiums from,
or who adjusts or settles claims on, residents of this state in connec-
tion with life or health insurance coverage."55 These health
insurance administrators must be licensed: "No person shall act as
or hold himself out to be an administrator in this state ... unless
such person shall hold a valid certificate of registration as an ad-
ministrator issued by the director., 56 Hence, schools collecting a
percentage of premiums without such licensure may be in violation
of insurance codes: "A person shall not accept a commission, ser-
vice fee or other valuable consideration for selling, soliciting or
negotiating insurance in this state if that person is not duly li-
censed as required under this chapter." 7 Indeed, insurers paying
such fees to schools may also violate insurance statutes.
2. Plans and Profits
The pressure on students to purchase the school plan-even if
"threadbare"-may be a result of the reality that these plans are
the only ones accepted by the school, and hence students and their
53. Id.
54. See UNIVERSITY OF NORTH TEXAS, 2008 STUDY OF THE LANDSCAPE OF MANDATORY
STUDENT HEALTH INSURANCE app. B (2008) (on file with the University of Michigan Journal
of Law Reform).
55. IDAHO CODE ANN. § 41-901 (2003).
56. Id. § 41-913(1).
57. Id. § 41-1017(2).
58. See, e.g., id. § 41-1017(1) ("An insurance company or insurance producer shall not
pay a commission, service fee or other valuable consideration to a person for selling, solicit-
ing or negotiating insurance in this state if that person is not duly licensed as required
under this chapter.").
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families must pay for them to have coverage while at school.
59
These plans often do not provide adequate coverage for major ill-
nesses, from cancer to acute emergencies like appendicitis. 60
Of great concern are the significant profits derived from some
of these plans despite their limited coverage. Student health insur-
ance plans appear to be highly lucrative.6" On the basis of the
benefits ratio (i.e., the percentage of premiums returned to bene-
ficiaries in the form of benefit payouts),62 profits from these plans
appear inordinately high.
Health insurance plans typically have benefits ratios of roughly
80%, with 80% of the premiums collected spent on health care
services and 20% covering profits and administrative costs.61 In
school-sponsored health insurance plans, benefits ratios are much
lower. According to industry consultants, any plan with a ratio be-
low 75% should be renegotiated for the benefit of the beneficiary.64
Yet a Business Week investigation found benefits ratios in school-
sponsored plans that were "well below 70%"; indeed, it found
benefits ratios as low as an astounding 10.2%.65 Moreover, it discov-
ered a ratio that dropped from 71%, to 61%, to 35% at one school
in progressive years with no change in the insurer.
66
59. See Elgin & Silver-Greenberg, supra note 42, at 42-43 (describing Connecticut Col-
lege program that signs student up to a health insurance plan sold by Chickering Group
that only provides a $10,000 maximum benefit level for any illness. Although students at the
college have the option of purchasing their own insurance plan, a strong deterrent is im-
posed in the form of a requirement that they do their own reimbursement paperwork for
almost all services provided on campus.).
60. See id. at 42.
61. See id. at 43. However, some of these student health plans are lucrative because of
illegal systemic underpayment of student claims. See Aetna Agrees to Pay $5 Million to Reimburse
Students, N.Y. TIMES, Feb. 2, 2009 (on file with the University of Michigan Journal of Law
Reform), available at http://www.nytimes.com/2009/02/03/health/policy/03aetna.html. In
the investigation, New York Attorney General Andrew Cuomo found that from 1998 to 2008,
Aetna Student Health underpaid claims by more than $5.1 million, which covered more
than 73,000 students at some 200 colleges nationally. Id.
62. See Elgin & Silver-Greenberg, supra note 42, at 43.
63. See id.
64. See id. (citing Eric Engstrom, president of a New York consulting firm).
65. Id. (reporting on benefits ratios of the plan sold through Palm Beach Community
College).
66. Id. (reporting on benefits ratios of the plan sold through the University of
South Florida). In addition, a Massachusetts report on its student health insurance
programs found that while private commercial insurers showed an average 2% profit
margin in 2008, student health plans by Aetna resulted in an 11% profit margin, 26%
for HPIC, 22% for Security Mutual, and 27% for United, which is 3 to 13 times
commercial insurers in the same state. See MASSACHUSETTS DIVISION OF HEALTH CARE
FINANCE & POLICY, STUDENT HEALTH PROGRAM ACADEMIC YEARS 2005-2006 THROUGH
2007-2008 BASELINE REPORT 24 (Nov. 2009) (on file with the University of Michigan
Journal of Law Reform), available at http://www.mass.gov/?pagelD=eohhs2terminal&L=
4&LO=Home&Ll=Researcher&L2=Physical+Health+and+Treatment&L3=Health+Care+
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This conflict of interest has resulted in the investigation of
school relationships with health insurers.67 The New York State At-
torney General has begun an investigation of the adequacy of
disclosure of policy terms and costs to students, as well as whether
schools are receiving any improper payments for mandating use of
a particular insurer.6s A broad array of schools is involved, from
state universities to Ivy League institutions.69
This investigation follows a similar inquiry conducted by the
same office relating to school relationships with student loan
companies. 70 The investigation focused on several prohibited in-
ducements, including some that gave schools the incentive to push
students to particular loan companies, such as revenue sharing
agreements. 7' Such inducements are virtually identical to the prac-
tice of splitting student health insurance premiums, particularly in
light of the low benefit ratios of school-sponsored plans. Similarly,
schemes restricting the student borrower to a school-favored
lender,72 strikingly similar to policies limiting students to a school-
sponsored health insurer, were found to be improper.
73
Delivery+System&sid=Eeohhs2&b=terminalcontent&f=dhcfpresearcher_alldhcfp-pub
lications &csid=Eeohhs2/#studenthealth. Benefits ratios ranged from 56% to 77%. Id.
Administrative costs for these plans are also much higher than commercial markets. For
private insurers, administrative costs average 10%. Yet for school plans, where out of 12
plans, 9 plans reported 27% for administrative costs. Id. at 21.
67. As noted by Benjamin M. Lawsky, special assistant to the New York Attorney Gen-
eral: " 'W e are primarily focused on whether insurance companies are paying schools to
push students into health coverage they don't really need and shouldn't really want ....
With students and their families being financially squeezed at every turn, colleges must en-
sure that they are looking out for students' best interest first and foremost as opposed to
their own financial bottom line.'" Glater, supra note 7.
68. Id.
69. Id. (noting that Columbia, Cornell, Georgetown, and state universities in New York
are all being investigated).
70. See id.
71. See Press Release, Office of the Attorney General of New York, Cuomo Testifies on
Deceptive Practices in Student Loan Industry Before U.S. Senate Banking Committee (June
6, 2007), http://www.oag.state.ny.us/media-center/2007/jun/unO6a_07.html (on file with
the University of Michigan Journal of Law Reform). Such revenue sharing arrangements are
expressly prohibited under the Higher Education Opportunity Act, Pub. L. No. 110-315,
§ 493(e) (1), 122 Stat. 3312, 3312-13 (2008).
72. See, e.g., U.S. Gov'T ACCOUNTABILITY OFFICE, FEDERAL FAMILY EDUCATION LOAN
PROGRAM: INCREASED DEPARTMENT OF EDUCATION OVERSIGHT OF LENDER AND SCHOOL
ACTIVITIES NEEDED TO HELP ENSURE PROGRAM COMPLIANCE 24 (2007) (on file with the
University of Michigan Journal of Law Reform), available at http://www.gao.gov/new.items/
d07750.pdf.
73. See Office of the Attorney General of New York, supra note 71.
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B. Making the Market: Student Mandates for Insurance
There is a spectrum of student health insurance mandates in
place at higher education institutions in the U.S. At one end of the
spectrum, schools consider enrollment in health insurance entirely
voluntary, and do not require any coverage.74 Coverage is the pur-
view of the student, purchased from a private carrier.
In between voluntary and mandatory systems is a "forced answer
system." Students must accept or reject school-sponsored insurance
before they may register for classes.75 Insurance is not required, but
if students do not actively reject it, they will be enrolled automati-
cally in the school-sponsored plan and premiums will be added to
their tuition bill.76 This default system has been associated with
higher plan enrollment.
77
In mandatory systems, students are required to have some form
of health insurance as a condition of enrollment. Some colleges
require purchase of the school-sponsored plan, regardless of any
pre-existing coverage.79 Others allow waivers so that students may
forego the school-sponsored plan if they can show specific proof of
their own coverage (a "hard waiver") 8 Schools may also allow a
student to waive insurance if they attest they have other coverage,
without requiring proof ("loose waiver")."' Both the hard waiver
and the loose waiver usually require some form of application or
documentation before the waiver is granted.82
Mandatory coverage systems emanate from state laws as well as
school policies. Roughly 90% of private colleges and 25% of public
universities require students to have some form of health insur-
83ance.
On the state level, Massachusetts, New Jersey, and Idaho require
that some or all college students have health insurance. In Massa-
chusetts, all students attending college 75% to full-time must have
health insurance through a student program or similar alternative
74. See POGUE, supra note 5, at 9.
75. See id.
76. See id. Of course, students and their families may simply choose the plan and ac-
tively enroll, see id., assuming that if the school offers it, it must be adequate or
comprehensive, see Elgin & Silver-Greenberg, supra note 42, at 41 (describing school-
sponsored plan that covered only $22,800 of $206,325 bill); Elgin & Silver-Greenberg, supra
note 51 (noting school-sponsored plans not necessarily the most comprehensive).
77. See POGUE, supra note 5, at 85.





83. Siwolop, supra note 5.
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plan. 4 In New Jersey, all full-time students must have health insur-
ance, and state law requires that all higher educational institutions
offer health insurance.85 The New Jersey law only mandates that
such insurance include basic hospitalization benefits, however.86
Idaho only requires full time students attending public, 4-year uni-
versities to have health insurance and for these universities to offer
such insurance.87 All of these states use hard waiver systems.88
Universities, either system-wide or by individual campus, have
also instituted policies that mandate health insurance coverage.
For example, individual Illinois school campuses have required
students to have health insurance since the 1970s, as has the Uni-
versity of Minnesota-Twin Cities, with other campuses of the
University of Minnesota system adding this requirement in 2005-
2006.89 Similarly, the University of California system and Montana
State University system have required student health insurance
since 2000.90
1. Unleveling the Field: Discriminating Against the
Uninsured and Functionally Uninsured Student
An important consequence of a system where higher education
institutions may create forced answer systems or mandate health
care coverage while sponsoring their own health plans is that they
may discriminate against those who do not enroll in these school
plans. School-sponsored plans can choose to waive and/or dis-
count deductibles, co-pays, and other treatment costs if the student
purchases the school plan while forcing other students to pay.91
Students who have purchased the school-sponsored plan may pay
little or nothing, while uninsured and functionally uninsured stu-
dents may pay exceedingly, indeed, outrageously high prices for
ancillary and other services. To add insult to injury, beyond higher
ancillary costs, students with private insurance will be reimbursed
only a fraction of the time at a fraction of the cost incurred.9
84. Student Health Insurance Program, 114.6 MAss. CODE REGS. §§ 3.00-11 (2006);
see also infra notes 127-155 and accompanying text (describing the Massachusetts mandatory
student health insurance experience).
85. Student Health Insurance Coverage, N.J. ADMIN. CODE § 8:57-7.1 to -7.5 (2005).
86. Id. § 8:57-7.2 (a).
87. POGUE, supra note 5, at 11.
88. See id. at 10-11.
89. Id.
90. Id.
91. See id. at 20.
92. "A recent study at the University of California at Davis found that over three-
quarters of claims submitted to parental plans by Student Health Services were totally de-
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For example, at the University of California at Berkeley, fees for
common services vary tremendously depending upon whether or
not the student is enrolled in the school-sponsored plan. Students
not enrolled pay up to five times the price of specified office visits,
laboratory tests, x-rays, immunizations, and other procedures."
Unfortunately, this price differential will likely create barriers to
accessing critical services such as mental health services, Pap
smears, pregnancy and sexually-transmitted infection ("STI") test-
ing, flu and HPV vaccinations, and other important services.94 Such
school policies are not in the best interest of the student.
2. Price Discrimination and Public Policy
Such an approach, in addition to representing a public health
concern, may also conflict with public policy and consumer protec-
tion laws. As lowering costs for the uninsured is a commonly avowed
goal of state and federal programs, imposing higher pricing on such
patients is clearly incompatible with public policy. 5 Further, such
nied either because deductibles were not met or because non-urgent out-of-area care was
rendered." Stephen C. Caulfield, Student Health Insurance, in THE HISTORY AND PRACTICE OF
COLLEGE HEALTH 328, 329 (H. Spencer Turner &Janet L. Hurley eds., 2002).
93. See University Health Services, Tang Center, Univ. of Cal. Berkeley, Fees for Stu-
dent Services at Tang 2009, http://www.uhs.berkeley.edu/students/medical/UHSFees.pdf
(on file with the University of MichiganJournal of Law Reform).
94. Indeed, the problems with testing and barriers to care are more broadly harmful at
universities in situations such as potential pandemic flu and other disease states that are
public health emergencies. Universities are squarely in the spotlight with respect to the
challenges in addressing these issues, and any barriers would have tremendous impact on
efforts to limit spread, such as in the recent swine flu case. See, e.g., Elaine Rundel, Swine Flu
Outbreak Puts Attention on Pandemic Planning at Universities, GOV'T TECH., May 22, 2009 (on
file with the University of Michigan Journal of Law Reform), available at http://
www.govtech.com/gt/articles/647910?utmsource=newsletter&utmmedium=email&utm_
campaign=GTEN_2009_4_27 (discussing ramifications of pandemic on university emer-
gency planning and response).
95. See, e.g., Press Release, U.S. Dept. of Health & Human Servs., Text of Letter from
Tommy G. Thomson, Secretary of Health and Human Services to Richard J. Davison, Presi-
dent, American Hospital Association (Feb. 19, 2004), http://www.hhs.gov/news/press/
2004pres/20040219.html (on file with the University of Michigan Journal of Law Reform);
see also Press Release, Ctrs. for Medicare & Medicaid Servs., Testimony of Herb Kuhn, Direc-
tor, Center for Medicare Management, Before the House Energy and Commerce
Subcommittee on Oversight and Investigations (June 24, 2004) (on file with the University
of Michigan Journal of Law Reform), available at http://www.cms.hhs.gov/apps/media/
press/release.asp?Counter-1098 ("The provider reimbursement rules for [Medicare and
Medicaid] should in no way restrict the ability of hospitals and other providers to offer free
or discounted care to patients who do not have coverage under these two programs....
Without question, a hospital can provide free care or discount charges to uninsured or un-
derinsured patients.").
Further, state laws also mandate that hospitals cannot demand more from uninsured pa-
tients than discounted fees they collect from programs such as Medicare and Medicaid and
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pricing strategies may violate consumer protection laws. For exam-
ple, California law expressly indicates that it is illegal for hospitals
to charge uninsured and underinsured patients prices higher than
what patients with insurance discounts would pay for hospital
care.96 By analogy, uninsured and functionally uninsured patients-
those without school-sponsored student health insurance-who are
being charged five times the amount students with school-
sponsored insurance are paying for health services may be having
their rights violated in contravention of the state law and policy
embodied in this statute.
Indeed, the reach of some such consumer laws is extensive. For
example, under California's Unfair Competition Law,9" students, as
well as parents and others, may sue in their individual capacities
even if not specifically harmed,99 or by class action.09
In addition, the inherent unfairness of such disparate pricing can
be the basis of a challenge to the practice. One test that courts have
used to determine if a business practice is unfair "'involves an ex-
amination of [its] impact on its alleged victim, balanced against the
reasons, justifications and motives of the alleged wrongdoer. In
brief, the court must weigh the utility of the defendant's conduct
against the gravity of the harm to the alleged victim .... .' "10' This
approach is similar to that adopted under section 5 of the Federal
Trade Commission Act.02 Plaintiffs may argue that extreme differen-
must provide information on discounts and fee waivers to uninsured and underinsured
patients. See, e.g., CAL. HEALTH & SAFETY CODE §§ 127405, 127410 (West 2006); 210 ILL.
COMP. STAT. ANN. 89/10 (West Supp. 2009); N.Y. PUB. HEALTH LAW § 2807-k(9-a)
(McKinney 2006).
96. CAL. HEALTH & SAFETY CODE § 127405 (West 2006).
97. See CAL. HEALTH & SAFETY CODE §§ 127405, 127410 (West 2006); see also 210 ILL.
COMP. STAT. ANN. 89/10 (West Supp. 2009) (requiring hospitals to offer discounts to unin-
sured and underinsured patients with family income less than 600% below the poverty line);
N.Y. PUB. HEALTH LAw § 2807-k(9-a)(a) (McKinney 2006).
98. CAL. Bus. & PROF. CODE §§ 17200-17210 (West 2008).
99. See, e.g., Consumers Union of U. S., Inc. v. Fisher Dev., Inc., 208 Cal. App. 3d 1433,
1439 (Ct. App. 1989) (stating that relief not limited only to "aggrieved" persons).
100. See Corbett v. Super. Ct., 101 Cal. App. 4th 649, 653-73 (Ct. App. 2002).
101. State Farm Fire & Cas. Co. v. Super. Ct., 45 Cal. App. 4th 1093, 1103-04 (Ct. App.
1996).
102. 15 U.S.C. § 45 (2006); see F.T.C. v. Sperry & Hutchinson Co., 405 U.S. 233, 244 &
n.5 (1972) (finding that an analysis of fairness under the Federal Trade Commission Act
considers (1) public policy concerns, (2) ethical considerations, and (3) the degree of injury
to consumers); Cmty. Assisting Recovery, Inc. v. Aegis Sec. Ins. Co., 112 Cal. Rptr. 2d 304,
310-11 (Ct. App. 2001); Podolsky v. First Healthcare Corp., 50 Cal. App. 4th 632, 647-49
(Ct. App. 1996) (finding that the unfairness prong of the Unfair Competition Act in Cali-
fornia involves balancing the practice's effect on the alleged victim against the defendant's
reasons for the conduct); StateFarm, 45 Cal. App. 4th at 1104 (adopting the F.T.C. standard
that a business act is "unfair" when it "offends an established public policy or when the prac-
tice is immoral, unethical, oppressive, unscrupulous or substantially injurious to consumers"
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tial pricing offends the established public policy of treating unin-
sured patients similarly, and that such practices are "immoral,
unethical, oppressive, unscrupulous or substantially injurious to
consumers" ' because they inflict significant harm and create barri-
ers to care that are not justified by any reasonable rationales. Hence,
beyond state consumer protection laws, actions for unfair business
practices imbued in differential pricing for student services for the
uninsured and functionally uninsured may violate federal law.1°4
C. Paying More Than Once: Students with Private Insurance
In addition to weathering limited coverage and potential con-
flicts of interest, students and their families with private health
insurance pay more than once for health care services. 10 5 This re-
sult is of immense concern for those attempting to keep up with
the increasing costs of higher education, which appear to be out-
stripping general inflation by 20-110% annually.'°6
An ever-increasing1"7 student health fee often covers routine
clinic visits on campus. Ancillary services, including laboratory
(quoting People v. Casa Blanca Convalescent Homes, Inc., 159 Cal. App. 3d 509, 530 (Ct.
App. 1984))).
103. State Farm, 45 Cal. App. 4th at 1104.
104. An unlawful business act may be predicated on a wide array of legal foundations,
including federal statutes and regulations. See, e.g., Ballard v. Equifax Check Serv., Inc., 158
F. Supp. 2d 1163, 1176-77 (E.D. Cal. 2001) (violation for "unlawful" conduct predicated
upon violation of federal Fair Debt Collection Practices Act); see also Brody v. Finch Univ. of
Health Sci., 698 N.E.2d 257, 269 (Ill. App. Ct. 1998) (medical school policies subject to
review under Illinois consumer protection law).
105. Parents and students are often surprised that the school does not take their private
insurance. Englund, supra note 51 ("Most parents ... are surprised that most schools do not
make it easy to use a family's current health insurance coverage. And most students are
pretty oblivious as well: in our survey earlier this year, most students did not know whether
their health center accepted their family plan or not.")
106. FinAid.org, The SmartStudent Guide to Financial Aid: Tuition Inflation, http://
www.finaid.org/savings/tuition-inflation.phtml (on file with the University of Michigan
Journal of Law Reform) (reporting tuition inflation ranges from 1.2 to 2.1 times general
inflation).
107. Schools also have used fee increases, including health fees, to increase cash flow
to supplant their budgets. For example, fees have been reported to represent 37% of the
overall cost of attendance at Louisiana State University, Donald Hodge Jr., University fees
out of control, wanton and profligate, THE DAILY REVEILLE, Feb. 10, 2008 (on file with the
University of Michigan Journal of Law Reform), available at http://www.lsureveille.com/
opinion/1.918282, add 40% to the cost of attendance beyond the University of Oregon's
tuition, and are five times the cost of tuition at the University of Massachusetts, Jonathan D.
Glater, As Support Lags, Colleges Tack on Student Fees, N.Y. TIMES, Sept. 4, 2007 (on file with
the University of Michigan Journal of Law Reform), available at http://www.nytimes.com/
2007/09/04/education/04fees.html.
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studies, tests, imaging studies, etc. are normally not covered.' 8 If
the school does not accept their private health insurance, students
requiring these services must pay separately and attempt to obtain
reimbursement. Often only small fractions of these charges are re-
imbursed. 09 Hence, students and their families must pay twice for
these services--once for private insurance premiums and again
when they pay for these services on campus.
1. Advertising "Competitive" Pricing and Public Policy
Some schools advertise comparisons of their charges with pre-
vailing community prices to claim their prices are competitive. For
example, for a chest x-ray to diagnose a potential "sore throat up-
per respiratory infection," the University of Arizona charges $74,
and indicates that students are saving money compared to the local
hospital charge of $164. " 0 Yet advertising such a difference without
further explanation may violate consumer protection laws.
In reality, what community hospitals charge is quite different
from what they are reimbursed by insurers. For example, at one hos-
pital that posts both its charges and its reimbursements for chest x-
rays, the breakdown is as follows:
71010--Chest x-ray, front view only
Butterworth/Blodgett Charge $82.07
Average Medicare Payment $45.62
Average Medicaid Payment $26.97
Average Insurance Payment $69.29
Outpatient Charge $74.61
Average Medicare Payment $45.62
Average Medicaid Payment $26.97
Average Insurance Payment $63.071.
108. See Sony Hockander, Navigating Student Health, SPRINGFIELD NEws-LEADER, Aug.
20, 2007, at IC ("Student fees at most universities cover general health care visits, but lab
work, tests, vaccines, X-rays and other extras are billed [to the student] unless covered by
insurance .... " (quoting Burnie Snodgrass, Director of Taylor Health and Wellness Center,
Missouri State University)).
109. See supra note 92 and accompanying text.
110. University of Arizona Campus Health Services, Cost Comparison: Campus
Health vs. Tucson Hospitals, http://www.health.arizona.edu/webfiles/insurance cost_
comparison.hun (on file with the University of Michigan Journal of Law Reform).
111. See Spectrum Health, About Us, http://www.spectrum-health.org/cs/Satellite?c=
eHA.Content_C&cid=1 181580258349&pagename=SpectrumHealthCore%2FeHAConte
nt..C%2FSpectrumAverageCharges_ProcedureDetailTemplate&ac.procjid=861 (on file
with the University of MichiganJournal of Law Reform).
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On inspection of this table, it is apparent that community hospitals
receive significantly less than their stated "charge" for services,
whether they are being reimbursed by public payers or private in-
surers.1 12 In contrast, students at campus health centers must pay
the full charge-in the University of Arizona situation above, ap-
proximately 40% more than Medicare. Otherwise, they may be
subject to registration or other holds on enrollment, graduation,
and/or transcript access.1
13
Such claims of "competitive" pricing, advertising the difference
in charges without disclosing the fact that community charges may
be different from actual amounts paid, may be a "misrepresenta-
tion" or "deceptive practice" under state consumer protection
laws.1
4
Under one false advertising law:
The act, use or employment by any person of any deception,
deceptive act or practice, fraud, false pretense, false promise,
misrepresentation, or concealment, suppression or omission
of any material fact with intent that others rely upon such
concealment, suppression or omission, in connection with the
sale or advertisement of any merchandise [or services]
whether or not any person has in fact been misled, deceived
or damaged thereby, is declared to be an unlawful practice."' 5
In the University of Arizona example, the act of making compari-
sons between the student obligation to pay and a community
charge that may not represent the amount actually collected could
be deemed an unlawful practice. This is true "whether or not any
person has in fact been misled, deceived, or damaged thereby.""
6
112. See also supra note 95 (discussing discounted fees for uninsured and underinsured
patients).
113. University of Arizona Office of the Registrar, Registration Holds/Encumbrances,
http://www.registrar.arizona.edu/schedules/register/hold.htm (on file with the University
of Michigan Journal of Law Reform) ("Past-due Debts or Outstanding Items: If you have
past-due debt and/or outstanding returned checks at the University, you are ineligible to
register and will not be permitted to register until all past-due or outstanding financial obli-
gations are paid."); see also Mary Ann Marshall, Don't Get Sick at School, SEVENTEEN MAG., May
2003, at 181 (describing case where student had one biopsy off campus covered by family
private insurance and another on campus that was not, the latter resulting in a $467.95 bill
added to tuition that required an emergency loan to allow the student to register for
classes).
114. See, e.g., Arizona Consumer Fraud Act, ARiz. REV. STAT. §§ 44-1521 to -1534
(2008).
115. Id. § 44-1522(A). The term "merchandise" in the statute includes "services." Id.
§ 44-1521(5).
116. Id. § 44-1522(A).
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The cause of action is particularly important in states such as
Arizona that have also adopted the negligent misrepresentation
rule in the Restatement of Torts.
One who, in the course of his business, profession or em-
ployment, or in any other transaction in which he has a
pecuniary interest, supplies false information for the guidance
of others in their business transactions, is subject to liability
for pecuniary loss caused to them by their justifiable reliance
upon the information, if he fails to exercise reasonable care
or competence in obtaining or communicating the informa-
tion.
117
This "reasonable care or competence in ... communicating the
information" provision is exceedingly important in university set-
tings because the school has a fiduciary duty to the student
generally,"8 and it has been held specifically that school health
plan administrators have a fiduciary duty to students." 9 Courts have
held that this test requires attention to those to whom the commu-
nication is targeted: "Where the advertising or practice is targeted
to a particular group or type of consumers, either more sophisti-
cated or less sophisticated than the ordinary consumer, the
question whether it is misleading to the public will be viewed from
the vantage point of members of the targeted group, not others to
whom it is not primarily directed.' 2 0 This inquiry would certainly
be relevant if courts find that the advertisements are aimed at stu-
dents, who would have little if any knowledge of the subtleties of
billing and collections in various health care plans.
Further, such advertising may also be contrary to public policy
on the federal level. Under the Federal Trade Commission Act,
2'
§ 52. Dissemination of false advertisements
117. RESTATEMENT (SECOND) OF TORTS § 552(1) (1977); see also McAlister v. Citibank,
829 P.2d 1253, 1261 (Ariz. 1992); St.Joseph's Hosp. & Med. Ctr. v. Reserve Life Ins. Co., 742
P.2d 808, 813 (Ariz. 1987); Leigh v. Loyd, 244 P.2d 356, 358 (Ariz. 1952) ("Suppression of a
material fact which a party is bound in good faith to disclose is equivalent to a false repre-
sentation.").
118. See Kent Weeks & Rich Haglund, Fiduciary Duties of College and University Faculty and
Administrators, 29J. COLL. & UNIV. LAW 153, 173 (2002) ("Colleges and universities... have a
fiduciary duty to use student tuition funds and other fees appropriately.").
119. See Bd. of Regents v. Martine, 607 S.W.2d 638, 642 (Tex. App. 1980) ("As adminis-
trator of the [student health] program, he was acting in a fiduciary capacity for either the
students or the insurance company.").
120. Lavie v. Procter & Gamble Co., 105 Cal. App. 4th 496, 512 (2003) (citation omit-
ted).
121. Ch. 49, 52 Stat. 111 (1938) (codified as amended at 15 U.S.C. §§ 41-58 (2004)).
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(a) Unlawfulness
It shall be unlawful for any person, partnership, or corpora-
tion to disseminate, or cause to be disseminated, any false
advertisement-
(1) By United States mails, or in or having an effect upon
commerce, by any means, for the purpose of inducing, or
which is likely to induce, directly or indirectly the purchase of
food, drugs, devices, services, or cosmetics; or
(2) By any means, for the purpose of inducing, or which is
likely to induce, directly or indirectly, the purchase in or hav-
ing an effect upon commerce, of food, drugs, devices,
services, or cosmetics.
(b) Unfair or deceptive act or practice
The dissemination or the causing to be disseminated of any
false advertisement within the provisions of subsection (a) of
this section shall be an unfair or deceptive act or practice in




§ 55. Additional definitions
For the purposes of sections 52 to 54 of this title-
(a) False advertisement.
(1) The term "false advertisement" means an advertisement,
other than labeling, which is misleading in a material respect;
and in determining whether any advertisement is misleading,
there shall be taken into account (among other things) not
only representations made or suggested by statement, word,
design, device, sound, or any combination thereof, but also
the extent to which the advertisement fails to reveal facts ma-
terial in the light of such representations or material with
respect to consequences which may result from the use of the
commodity to which the advertisement relates under the
122. Id. § 52.
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conditions prescribed in said advertisement, or under such
conditions as are customary or usual.2 3
Hence, because an advertisement of "competitive" pricing com-
pared to community charges does not reveal the differential
between charges and actual collections and reimbursements, it
could be held that such advertisements are false because they do
not reveal key material facts.
The result is that students and their families who pay separate
premiums and buy their own health insurance may have to pay ad-
ditional health fees to schools and pay again at a higher price for
campus health services and treatments while sustaining substantial
out-of-pocket costs for ancillary services.2 4 This situation may rep-
resent the worst of all worlds: "[playing double or triple for
campus health care"12' 5 and being reimbursed only a fraction of the
time and for a fraction of the cost, 26 all while being told they are
receiving "competitive" prices for these services compared with
community charges despite the fact they would only be responsible
for co-payments in traditional health care circumstances. Add to
this the uninsured students who also rely on such representations
and the system again creates barriers to access that are poor school
and public policy.
D. The Massachusetts Experience
Massachusetts has been the focus of national policy-makers since
initiating its individual health insurance mandate in 2006.2 An
earlier state health insurance law included a "student mandate"
requiring all students enrolled at least three-quarters time in a
higher education institution to have health insurance. 128 The goal
of this mandate was "[t]o provide quality, comprehensive health
insurance coverage for Massachusetts students.
1 29
123. Id.§ 55.
124. See Mohn, supra note 32.
125. See id. (quotingJames A. Boyle, President of the College Parents of America).
126. See id; see also Herzfeld, supra note 61 (discussing the Aetna settlement with the
New York Attorney General for systematically under-reimbursing students in student health
plans).
127. SeeThe Kaiser Commission on Medicaid and the Uninsured, HenryJ. Kaiser Fam-
ily Foundation, States Moving Toward Comprehensive Health Care Reform, http://
www.kff.org/uninsured/statehealthreform/ma.cf-n (on file with the University of Michigan
Journal of Law Reform).
128. SeeRuKAVNA ETAL., supra note 12, at 1.
129. Id.
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School insurance plans meeting minimum coverage require-
ments under the Massachusetts statute are titled Qualifying
Student Health Insurance Programs (QSHIPs) . Students must
either show proof of coverage under a comparable plan or partici-
pate in a school's QSHIP.1
A QSHIP must provide certain minimum benefits:
Required Benefits. A school's Student Health Program must pro-
vide reasonably comprehensive coverage of health services,
including preventive and primary care, emergency services,
surgical services, hospitalization benefits, ambulatory patient
services, and mental health services. Carriers must provide all




An analysis of the Massachusetts student health program indi-
cates that premiums averaged less than half of the corresponding
commercial plans.1 33 Under the QSHIP, student plan deductibles
may not exceed $250.134 Hence, on the surface, the Massachusetts
student health mandate appears to have resulted in broad student
enrollment in affordable, accessible health insurance plans.
However, deeper problems emerge when assessing the details of
the Massachusetts experience. The Massachusetts rules allow plans
to exclude and limit benefits outside a preferred network of pro-
viders, impose high co-payments, and limit total benefits for
episodes of illness and particular health care services.
3 5
Although the Massachusetts law contemplated that its require-
ments would be a floor of coverage and benefits, 3 6 it has in effect
become a ceiling. A plethora of limits have emerged based on the
stated minimums under the law.
Under QSHIP regulations, in the 2006-2007 academic year,
school-sponsored plans were permitted to cap amounts paid per
illness/injury at $25,000, which was then increased to $50,000 in
the 2007-2008 academic year.'3 7 Plans did exactly that: roughly half
of the school plans capped benefits at $25,000 or under, while
130. Student Health Insurance Program, 114.6 MASS. CODE REGS. §§ 3.00-11 (2006).
131. Id. §§ 3.03,3.05.
132. Id. § 3.04(1).
133. RUKAvINA ET AL., supra note 12, at 3.
134. 114.6 MASS. CODE REGS. § 3.04(3).
135. Id. §§ 3.04(2)(c), 3.04(3).
136. Id. § 3.04(5).
137. Id. § 3.04(2)(c) (A school's Student Health Program "must provide a maximum
aggregate indemnity of at least $50,000 to be paid for all benefits for each physical or mental
illness or accident, if the Student Health Program limits benefits per illness or accident").
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another 42% of school plans capped benefits at $50,000 and un-
der, with a grand total of 88% of plans capping benefits at the
2007-2008 level. 38 As noted previously, this limited service level per
illness or injury can easily be exceeded in the event of chronic dis-
ease or other significant illness.'39
Interior caps on services are also severe. QSHIP plans may set
maximums on amounts paid for specific services, and they have
done so. For example, limits include:
[A] $5,000 cap on surgeons' fees, a $1,500 cap on outpatient
care, and a $150 cap on ambulance services. Some plans also
had caps for other high-cost procedures such as CAT scans,
MRIs, radiation, and chemotherapy. Students with QSHIP
plans may also face significant financial exposure due to caps
on miscellaneous outpatient benefits. It is not unusual for
plans to have a $1,500 limit on coverage per illness or injury
for outpatient miscellaneous benefits, which typically include
commonly needed services such as physician office visits,
physical therapy, diagnostic X-ray and laboratory services, and
durable medical equipment.
40
Furthermore, the issues of limited coverage are exacerbated by the
fact that many of the services formerly provided on an inpatient
basis are now provided outpatient, putting severe pressure on the
student because of the outpatient coverage caps.141
Co-insurance under these QSHIP plans is also a significant bur-
den for students. Because of the permitted difference in
reimbursement for in-network versus out-of-network providers,
school-sponsored plans have instituted varying co-insurance levels
within their plans. Co-insurance can range from 20% up to 70% of
total costs when students access out-of-network providers.
42
138. RUKAVINA ET AL., supranote 12, at 4 chart 2.
139. See supra notes 42-50 and accompanying text.
140. RUKAVINA ET AL., supra note 12, at 4-5; see also Elgin & Silver-Greenberg, supra
note 42, at 43 (reporting on student Sean Marquis, whose $24,098 hospital bill was covered
only to $6,260 because he had reached the interior cap of $2,500/day limit for room, board,
and miscellaneous expenses, despite a $100,000 policy service maximum).
141. See RUKAVINA ET AL., supra note 12, at 5 ("It should be noted that this [outpatient]
benefit cap was implemented at a time when far fewer services were provided on an outpa-
tient basis. Today, many services that once required an in-patient hospital stay are done on
an outpatient basis, with costs far exceeding this limit."); see also MASSACHUSETrs DIVISION
OF HEALTH CARE FINANCE & POLICY, supra note 66 (reporting that 951 students examined
in the Massachusetts student insurance market exceeded outpatient caps, whereas only 6
exceeded the inpatient caps).
142. See id. at 5.
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This co-insurance as well as other cost sharing have created a
burden for students that is virtually open-ended. In-state Massachu-
setts insurers in the private market typically impose limits on out-
of-pocket costs. 1 43 In contrast, "[v]ery few of the QSHIP plans set
maximum amounts that policyholders can be required to pay in
out-of-pocket expenses.,144
In addition, the system may require students to assume respon-
sibility for service costs that the plans should be paying. Due to a
combination of complex cost-sharing arrangements, plan service
limitations, and complicated procedures required to obtain service
coverage, school-sponsored plans "can ... leave students with sig-
nificant out-of-pocket costs, even when they receive services that the
plans should have covered ... Unless students ... invest significant
amounts of time in trying to resolve these problems, they may end
up facing costs for which they should not be responsible.'
45
Examples of plan limitations abound. For example, one preg-
nant student who went into premature labor far exceeded her per
illness/injury maximum, especially after the school-sponsored in-
surance plan claimed that her care and the care of her baby should
be considered one "illness," and thus a single $25,000 cap should
apply, rather than separate caps for the mother's and the baby's
expenses. 146 Even after being forced to hire an attorney to help re-
solve the issue, 47 the student faces thousands of dollars of medical
bills. 48 In another case, despite physician documentation and
statements that a tumor in a student's neck was not related to her
congenital condition, the insurer denied all claims associated with
surgical treatment (including pre-operative physician visits, the sur-
gery itself, anesthesiology, hospital stays, and medications), claiming
that the condition was related to her congenital condition, which
143. Id. at 6; see also, e.g., EMPLOYER BENEFITS RESEARCH INST., FACTS FROM EBRI:
TYPICAL HEALTH BENEFIT PACKAGE IN PRIVATE INDUSTRY 2 (2006) (on file with the Univer-
sity of Michigan Journal of Law Reform) (indicating that 73% of traditional indemnity and
81% of preferred provider organization plans had maximum out-of-pocket expenses limit).
144. RUAVINA ET AL., supra note 12, at 5.
145. Id. at 6 (emphasis added).
146. Id. at 7.
147. Id.
148. Id. The student had to go into the uncompensated care pool of the state to get ad-
ditional coverage, which did cover some of her care, but she was still responsible for the
$6,000 mandated free-care deductible in the program. Ambulance fees associated with
transfer between a community hospital and an academic medical center for her care totaled
$3,400, but her student-sponsored insurance had a cap of $150. She has negotiated a pay-
ment plan with the ambulance company to pay off this debt. Id.; see also Elgin & Silver-
Greenberg, supra note 42, at 41 (reporting student with Guillan-Barr6 Syndrome with
school-sponsored insurance and major medical coverage only received $22,800 in coverage
for $206,325 of intensive care treatment and owes $265,000 in hospital and doctor bills).
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was excluded under the policy.149 These denials mirror other deni-
als by the insurer for legitimate services, including prescription
drugs and MRIs.1 50 Indeed, these denials of coverage resulted in
dangerous delays of her care, including delaying the treatment of a
urinary tract infection despite the fact that she had only one kid-
ney. Yet because the school offers only one plan, she must
continue to pay $3,000 in premiums annually to fulfill the re-
quirements under the state student insurance mandate.
52
Due to these and other difficulties associated with the Massachu-
setts student health insurance system, the state has announced that
it will conduct a comprehensive review.153 The state regulator has
indicated that it "[i]s conducting a 'soup to nuts' review because of
mounting concerns that the limited coverage allowed by the 20-
year-old rules has not kept pace with rising health care costs and
has been inconsistent with the state's recent overhaul of the health
insurance system.' ' 154 Indeed, "[i]n Massachusetts, the contrast be-
tween student policies and [commercial] health care policies is
stark; the capped coverage allowed for students fails to meet the minimum
standards set for other plans as part of the state's 2006 near-universal
health law."'55
IV. DISCUSSION AND PROPOSAL
A. Major Concerns
It is clear that there are many challenges for students who are at-
tempting to both obtain and pay for adequate health services on
campus. Drastic variation of services, coverage limits, and conflicts
of interest create a difficult situation to navigate in determining
whether the school-sponsored plan is appropriate. The inability of
149. RUKAVINA ET AL., supra note 12, at 7. Only through hiring an attorney could she
get some of these claim denials overturned. Id. at 8.
150. Id.
151. Id.; see also Mark Myers, Editorial, Healthcare Plans Should Focus on Uninsured College
Students, DAILY COLLEGIAN (University Park, Pa.), Nov. 14, 2007 (on file with the University
of Michigan Journal of law Reform), available at http://www.collegian.psu.edu/archive/
2007/11/14/healthcare-plans shouldfocus.aspx ("I haven't been to my asthma doctor in
two years because I can't afford the $100 fee.").
152. RUKAVINA ET AL., supra note 12, at 8.
153. See Kay Lazar, State to Review Limited Coverage, Caps in Student Health Plans, BOSTON
GLOBE, Dec. 21, 2008, at B3 (on file with the University of Michigan Journal of Law Re-
form), available at http://www.boston.com/news/education/higher/articles/2008/12/21/
state-to reviewlimited coverage-caps-in-student health-plans/.
154. Id. However, students are not represented on an 11-member advisory group ap-
pointed by the regulator. Id.
155. Id. (emphasis added).
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the vast majority of students with private insurance to use their
coverage on campus creates further barriers to access. Each of
these areas must be addressed to ensure that both insured and un-
insured students are provided with access to adequate health
insurance coverage so that they may obtain effective access to care
on campus.
This can be achieved by statutory means. A student health insur-
ance mandate should be implemented across the nation's
campuses. Higher education institutions should be broadly subject
to a minimum standard level of services and premium spending for
any school-sponsored health insurance plan. Reasonable limits and
exclusions should be provided, based on common commercial
plan provisions. Private health insurance should be honored on
campus for the student's health care needs. Surpluses which have
been obtained through this process should be allocated in part to
create health insurance scholarships for uninsured students. Fi-
nally, health insurance costs should be expressly included in the
definition of the "cost of attendance" so that such costs can be eli-
gible for Federal financial assistance.
B. A Proposed Annotated Statute
A statutory solution is the most direct and efficient means to ac-
complish these goals. 15 Presented here is a proposed annotated bill
for consideration on the Federal level.157
A BILL
H.R.-
To amend the Higher Education Opportunity Act to ensure ac-
cess to effective and efficient health insurance for higher
education students to promote learning, and for other purposes.
Be it enacted by the Senate and the House of Representatives of the
United States of America in Congress assembled,
156. See, e.g., Richard A. Epstein, The Social Consequences of Common Law Rules, 95 HARV.
L. REv. 1717 (1982) (noting that legislation is a more efficient and effective method to
achieve social change than common law).
157. Note that state-level efforts may adopt some of the text associated with this bill. See,
e.g., Student Health Insurance Protection Act, H.B. 885, 2009 Leg., Reg. Sess. (Fla. 2009).
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SECTION 1. SHORT TITLE.
This Act may be cited as the "Student Access to Health Insur-
ance Act."
SECTION 2. TO ENSURE ACCESS TO EFFECTIVE AND EFFICIENT HEALTH
INSURANCE FOR HIGHER EDUCATION STUDENTS.
(a) Title IV of the Higher Education Opportunity Act (20 U.S.C.
1070 et seq.) is amended by inserting after PartJ the following:
"PART K-AcCESS TO EFFECTIVE AND EFFICIENT HEALTH INSUR-
ANCE FOR HIGHER EDUCATION STUDENTS
"Section 499B. Access to effective and efficient health insurance
for higher education students.
"(a) FINDINGS.-Congress makes the following findings:
"(1) Access to health care is an essential component to
ensure the ability of higher education students to
learn and fulfill their educational potential.
"(2) Access to health care is intimately related to access
to effective and efficient health care insurance.
"(3) Uninsured status creates challenges to the health of
students as well as continued enrollment in higher
education institutions.
"(4) Higher education students are disproportionately
represented in the uninsured population.
"(5) In particular, minority groups are disproportionately
represented in the uninsured student population.
"(6) Apart from uninsured students, many higher educa-
tion students have access to private health insurance
through their parents or other sources.
"(7) However, many institutions of higher learning do
not accept private health insurance coverage that
students and/or their families already have for
campus health services, rendering these students
functionally uninsured.
"(8) Uninsured and functionally uninsured students who
refuse school-sponsored health insurance are often
charged much higher prices for campus-based
treatment.
"(9) Investigations of school-sponsored plans have shown
variable levels of coverage that may impede effective
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and efficient access to important health care ser-
vices by higher education students.
"(10) In addition, investigations of school-sponsored
plans have shown low levels of premium amounts
being spent on student health care services, with
potential institutional conflicts of interest that may
result in plan choice based on benefits to the school
rather than the student.
"(11) Student mandates for health insurance have in-
creased enrollment in health plans, but variations
in plan coverage have resulted in a wide variation of
plans and scope of benefits."
Here, the bill outlines relevant issues associated with student
health insurance access. The text explains that it will amend the
Higher Education Opportunity Act, and section 2 introduces the
new Part K The issues are identified.
For the purposes of the substantive provisions of the bill, key
terms need to be defined. The next section provides these defini-
tions.
"(b) DEFINITIONS.-In this section:
"(1) COMPARABLE COVERAGE.-The term "comparable
coverage" means private health insurance plan
benefit coverage that is comparable to school-
sponsored health insurance plan coverage as man-
dated by this Act, which is reasonably accessible to
the student in the area where the student attends
the higher education institution.
"(2) DEPARTMENT.-The term "department" means the
Department of Education.
"(3) HEALTH CARE CLINIC.-The term "health care
clinic" means a higher education institution affili-
ated facility where students obtain health care
services and products (including prescription
drugs) and that employs greater than one full time
equivalent health care provider.
"(4) HEALTH CARE PROVIDER.-The term "health care
provider" means a physician or nurse as that term is
defined by the state in which the higher education
institution health care clinic operates.
"(5) HIGHER EDUCATION INSTITUTION.-The term
"higher education institution" means an "institution
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of higher education" as defined in section 102 of
the Higher Education Act, 20 U.S.C. 1002.
"(6) MEDICAL Loss RATIO.-The term "medical loss ra-
tio" means the amount of revenue from health
insurance premiums that is spent to pay for medical
services covered by the plan divided by the total
amount of premiums collected.
"(7) PRIVATE HEALTH INSURANCE PLAN. -The term "pri-
vate health insurance plan" means any non-school-
sponsored health insurance plan by which students
may obtain coverage for health benefits or services.
"(8) SCHOOL-SPONSORED HEALTH INSURANCE PLAN.-
The term "school-sponsored health insurance plan"
means any health plan offered by or through the
higher education institution to its students for
health care coverage, including plans subcontracted
to insurers, self-funded or administered plans, or
any other plans by which the school provides access
to health insurance coverage to its students.
"(9) SECRETARY.-The term "Secretary" means the Sec-
retary of Education.
"(10) STUDENT.-The term "student" means a student
enrolled in a certificate, diploma, or degree-
granting program in a higher education institution
that attends on a 75% time or more basis."
Definitions for the bill reflect specific aspects of the proposed stat-
ute that address the issues associated with student health insurance
access. Note that the health care clinic definition limits the clinics
that are subject to the bill's provisions to those that have greater
than one full-time health care practitioner. This provision thus ef-
fectively exempts very small health care clinics with low levels of
services from its mandates. In addition, the definition of student is
inclusive of students attending 75% to full-time. This is similar to
the Massachusetts program.158
The scope of mandates for adequate health insurance coverage
must be highly inclusive to ensure a large fraction of student en-
rollment and so that program standardization provisions are widely
applicable. The next section addresses these issues.
158. See RUKAVINA ET AL., supra note 12, at I (describing Massachusetts QSHIP pro-
gram's 75% to full time student insurance mandate).
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"(c) HIGHER EDUCATION INSTITUTIONS SUBJECT TO THIS
SECTION.-The following higher educational insti-
tutions shall be subject to the requirements of this
Act:
"(1) Any school receiving funds disbursed under the
Higher Education Opportunity Act:
"(A) Part A-Grants to Students in Attendance at Institu-
tions of Higher Learning, 20 U.S.C. 1070a et seq.,
"(B) Part B-Federal Family Education Loan Program,
20 U.S.C. 1071 et seq.,
"(C) Part C-Federal Work Study, 42 U.S.C. 2751 et seq.,
"(D) Part D-William D. Ford Federal Direct Student
Loan Program, 20 U.S.C. 1087a et seq., and
"(E) Part E-Federal Perkins Loans, 20 U.S.C. 1087aa et
seq.
"shall be subject to the requirements of this Act."
The bill indicates the specific institutions that are subject to its
provisions, which links the bill's mandates to the Higher Education
Opportunity Act's federal student financial assistance provisions.
The result is that a broad array of higher education institutions are
encompassed by the health insurance mandates, i.e., the scope of
higher education institutions covered by student loan provisions.
As such, most higher education institutions and their students will
be included.
The Massachusetts experience showed that a student health in-
surance mandate was successful in increasing the number of
students with health insurance in the state.59 A similar, broader
insurance mandate would address the enrollment of uninsured
students into health insurance plans.
"(d) HEALTH INSURANCE REQUIREMENT.-
"(1) STUDENTS.-Every student must participate in a
school-sponsored student health insurance program
or in a private health insurance plan with compara-
ble coverage.
"(2) INSTITUTIONS OF HIGHER EDUCATION.-Every
higher education institution shall require all stu-
dents to participate in a school-sponsored student
159. See supra notes 132-133 and accompanying text (indicating increased health plan
enrollment in Massachusetts under QSHIP program).
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health insurance plan or in a private health insur-
ance plan with comparable coverage."
In this provision, students and schools are jointly responsible for
fulfilling the mandate for student health insurance. Importantly,
with an increase in student enrollment into health insurance plans,
lower premiums and greater coverage will be possible,'60 increasing
the potential for access by uninsured students. In combination with
students who have private insurance, the percentage of insured
students should increase significantly. Further, this mandate would
also address concerns of higher education institution administra-
tors, who believe that independently mandating health insurance
coverage would put them at a disadvantage in recruiting stu-
dents.
1 61
As part of this statutory mandate, those students with existing
comparable coverage should, of course, not be required to pur-
chase additional insurance. A hard waiver system would eliminate
redundancy of coverage and costs.
"(3) COMPARABLE COVERAGE WAIVER. -Students may
waive school-sponsored health insurance plan cov-
erage if they have comparable coverage through a
private health insurance plan. The higher educa-
tion institution must require students waiving
participation to:
"(A) certify, in writing, at least annually, as part of the in-
stitution's usual registration process, that they are
participating in a health benefit plan with compa-
rable coverage, and
"(B) to provide documentation of such coverage.
"(i) WRITTEN WAIVER REQUEST.-A higher education in-
stitution must allow for a student waiver request
through a form supplied by the higher education
institution, and may be submitted electronically.
The waiver request must contain, at a minimum,
the following information:
160. See, e.g., GAO, supra note 6, at 30 ("In addition to increasing the proportion of stu-
dents who are insured, insurance industry officials we interviewed told us that colleges that
implement a health insurance requirement are generally able to offer a plan with more
comprehensive benefits or more affordable premiums.").
161. See id. at 31 ("Because of challenges in implementing a [health insurance] re-
quirement at a college level, some college administrators ... would prefer to see such
requirements established by a higher authority, such as a state or higher education govern-
ing board, ... in order to 'level the playing field' for colleges.").
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"(I) the name of the entity offering the health
benefit plan with comparable coverage;
"(II) the policy or other number used to iden-
tify the student's participation in the health
benefit plan with comparable coverage;
"(III) the subscriber or primary enrollee in the
health benefit plan and, if relevant, the rela-
tionship of that person to the student;
"(V) a statement certifying that the coverage
under the health benefit plan is comparable to
coverage under a school-sponsored health
insurance program and that the student
understands that once a waiver request is
submitted, the student will be responsible for
his/her medical expenses, and neither the
higher education institution nor any school-
sponsored health insurance plan will be
responsible for those expenses;
"(V) A signature of the student and the stu-
dent's parent or guardian if the student is a
minor. A higher education institution may ac-
cept electronic waiver forms and electronic
signatures; and
"(VI) Documentation of the student's other in-
surance coverage or otherwise verification of
the student's health insurance coverage. A
higher education institution may rely on a stu-
dent's good faith provision of reasonable
documentation, provided, however, that a
higher education institution must not accept a
student's waiver request if it knows that the
student's statement is inaccurate or false, or if
the student's coverage cannot be verified.
"(ii) REJECTION OF WAIVER REQUEST.-If a higher educa-
tion institution does not accept a student's waiver
request under the provisions of this section, the
student must participate in a school-sponsored
health insurance plan."
In this provision, a hard waiver process provides the basis for show-
ing that the student has comparable coverage. Note that the bill
indicates expressly that higher education institutions may rely on
good faith waiver requests by students unless they have actual
SPRING 2010]
University of Michigan Journal of Law Reform
knowledge that the student's statements and documentation are
inaccurate or false, or in fact cannot be verified. Further, the provi-
sion indicates that the default of not fulfilling the provisions of the
hard waiver is enrollment into the school-sponsored plan, which is
consistent with the bill's insurance mandate.162
Once a student health insurance mandate is in place, it is critical
to standardize health plans to provide adequate access and services
and to address the varying levels of coverage that currently exist
across plans that do not fulfill student needs.
"(e) SCHOOL-SPONSORED HEALTH INSURANCE PLAN.-
"(1) Each higher education institution may offer one or
more school-sponsored health insurance plans.
"(2) REQUIRED BENEFITS.-The required benefits for all
school-sponsored student health insurance plans at
a minimum shall include:
"(A) Coverage for inpatient hospitalization;
"(B) Coverage for outpatient services;
"(C) Coverage for newborn children;
"(D) Coverage for mammograms and well-woman ex-
aminations;
"(E) Coverage for emergency or urgent care out of the
geographic service area;
"(F) Coverage for prescription drugs; and
"(G) Coverage for services provided by a hospice li-
censed in cases where such coverage would be the
most appropriate and the most cost-effective
method for treating a covered illness.
"(3) OTHER REQUIREMENTS.-
"(A) A school-sponsored health insurance plan may not
exclude or limit coverage, except as otherwise per-
mitted by this Act, of any student who is away from
campus for any reason.
"(B) If a school-sponsored health insurance program
limits benefits per illness or accident, the maximum
aggregate indemnity to be paid for all benefits for
each physical or mental illness or accident may not
162. This provision would also address circumstances where a student does not have
comparable coverage despite having private health insurance, e.g., when a student's home
insurer does not provide services in the school's geographic locale. Students in this situation
would then be covered by comprehensive school-sponsored insurance as delineated in this
proposed statute.
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be less than the median coverage level from compa-
rable coverage in a private health insurance plan in
the state in which the higher education institution
has its primary address, or, if the higher education
institution has more than one campus, the state in
which the majority of students attend.
"(C) Each school-sponsored health plan shall specify in
writing its policy regarding premium refunds and
partial-year student enrollment.
"(D) Each school-sponsored health plan shall specify in
writing its policy regarding denial of payments for
rendered services and for denials of referrals for re-
quested services, including an internal grievance
procedure. Each student-sponsored health plan
must provide students with notification of the right
of appeal."
In this section, a standardized set of benefits is created to ensure
that students are provided with adequate health care. This set of
benefits is similar to those deemed adequate for small employer
health insurer plans, 63 focused on individual students and their
needs. In addition, to ensure adequate coverage, the plans are
mandated to provide coverage off campus if necessary. Any limits
on benefit coverage for students are to reflect private insurance in
the jurisdiction. This is appropriate because there will be a larger
group of students enrolled within the school-sponsored plan and,
as importantly, students must have adequate coverage and not face
significant out-of-pocket costs that may preclude them from obtain-
ing necessary health care services.
School-sponsored plans should have the ability to put reasonable
limitations in place to ensure efficient allocation of resources in
their health plans. These should reflect accepted processes as util-
ized in the commercial market, however.
"(4) PERMISSIBLE EXCLUSIONS AND LIMITATIONS.-A
school-sponsored health insurance plan may:
"(A) impose reasonable exclusions and limitations in-
cluding different benefit levels for in-network and
out-of-network providers.
"(B) impose reasonable co-payments and deductibles.
The plan must specify the co-pay amount for in-
network and out-of-network office, clinic, hospital
163. See, e.g., FLA. STAT. § 627.6699(12) (b) (4) (2009) (listing "standard health benefit
plan" services for small employer insurers).
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visits, and prescription drugs, with the total annual
deductible not exceeding $500 per year. This de-
ductible may be adjusted or altered by the Secretary
to reflect commercial cost changes.
"(C) exclude charges reimbursable by any other valid
and collectible medical insurance plan, provided
that any charges in excess of the limits of such other
medical insurance plan must be reimbursed as oth-
erwise provided in the school-sponsored health
insurance plan.
"(D) exclude hospital or medical care resulting from
participation in intercollegiate athletics provided
that such care is covered under another health in-
surance plan with equal or greater coverage."
In this section, school-sponsored plans are permitted to adopt effi-
ciency and cost-sharing measures. Importantly, the deductible in a
given year is defined so that students will be limited to a set
amount of cost exposure. To ensure that the deductible reflects
realistic expectations over time, the bill permits the Secretary to
alter the amount as necessary. The bill also holds the school-
sponsored plan responsible for charges that are not covered by an-
other health insurance plan, fostering efficiency in payments.
Students participating in intercollegiate athletics are only excluded
if they are covered by some other plan.
Beyond the need for standardization of benefits, it is imperative
that school-sponsored plans exercise the most efficient use of stu-
dent monies in these plans for the benefit of the students. Hence,
baseline medical loss ratios must be established for clarity as to the
mandated share of student premiums used for health care services.
"(5) REQUIRED MEDICAL BENEFITS RATIO.-For school-
sponsored health insurance plans:
"(A) Each school year, the school-sponsored health in-
surance plan shall return, in the form of aggregate
benefits, at least 75% of the aggregate premiums
collected during the school year.
"(B) Higher education institutions shall annually report,
no later than August 1 of each year, the medical loss
ratio for each school-sponsored health insurance
plan to the Secretary, calculated pursuant to this
section.
"(C) In each case where the medical loss ratio fails to
comply with the 75% medical loss ratio requirement
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as noted in subsection (A), the higher education in-
stitution or, if relevant, the insurance carrier with
whom the higher education institution has con-
tracted to provide services to students under the
school-sponsored health insurance plan, shall issue
a dividend or credit, as chosen by the policyholder,
against future premiums for all policyholders under
the school-sponsored health plan, in an amount suf-
ficient to assure that the aggregate benefits paid in
the previous calendar year plus the amount of the
dividends and credits shall equal 75% of the aggre-
gate premiums collected in the previous calendar
year. All dividends and credits must be distributed
by December 31 of the year following the calendar
year in which the loss ratio requirements were not
satisfied.
"(D) The annual report as required by this subparagraph
(B) above shall include the higher education insti-
tution, or, if relevant, the insurance carrier with
whom the higher education institution has con-
tracted to provide services to students under the
school-sponsored health insurance plan, calculation
of the dividends and credits, as well as an explana-
tion of the higher education institution, or, if
relevant, the insurer's plan to issue dividends or
credits. The instructions and format for calculating
and reporting medical loss ratios and issuing
dividends or credits shall be specified by the Secre-
tary by regulation. Such regulations shall also
include provisions for the distribution of a dividend
or credit in the event of policy cancellation, termi-
nation, or loss of student status."
In this section, the bill indicates that a medical loss ratio of 75%
must be attained in the school-sponsored plan. This is a well-
established standard in the small group and individual health
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insurance market 164 and has also been attained in voluntary student
health insurance plans, 65 and hence is adopted here.
Once standards for benefits and medical loss ratios are specified,
the needs of the functionally uninsured must be addressed to en-
sure efficient use of insurance as well as student and family
resources. Critically, students must be able to use their private
health insurance coverage to avoid paying more than once for ser-
vices at higher prices than they would otherwise pay in the
community.
"(4) PRIVATE HEALTH INSURANCE PLAN COVERAGE.-
Higher education institutions that have one or
more health care clinics must:
"(A) Bill a student's private health insurance plan that
offers comparable coverage for services, prescrip-
tions, or other items provided by the health care
clinic for which the student is assessed a charge;
and
"(B) Ensure that the health care clinic is considered an
in-network provider with at least five of the ten larg-
est health insurance companies or managed care
plans providing coverage in the state in which its
campus, or, in the case of multiple campuses of the
same higher education institution, the majority of
its campuses reside.
"(i) Notwithstanding the provisions of this subsection,
the student is responsible for resolving any out-
standing balances owed the health care clinic,
subject to health insurer or managed care agree-
ments between the higher education institution and
health insurance companies or managed care plans,
prior to registering for a subsequent term unless
other arrangements are approved by the higher
education institution.
"(5) SURPLUS FROM PRIVATE HEALTH INSURANCE PLAN
BILLING FOR UNINSURED STUDENTS.-If there is a
164. See, e.g., DEL. CODE ANN. tit. 18, § 2506 (West 2008) (75%); Ky. REV. STAT. ANN.
§ 304.17A-095 (LexisNexis 2008) (groups of 11 to 50, 75%); ME. REV. STAT. ANN. tit. 24-A,
§ 2808-B 2-C (West 2009) (75%-78%); MD. CODE § 15-605 (2008) (75%); MiNN. STAT. ANN.
§ 62A.021 (West 2009) (71%-82%); NEV. REV. STAT. ANN. § 695B.170 (West 2009) (75%);
N.J. STAT. ANN. § 17B:27A-25 (West 2007) (75%); N.Y. INSURANCE LAw § 3231(3) (2) (A)
(McKinney 2009) (75%-80%); S.D. CODIFIED LAws § 58-18-63 (2008) (75%).
165. See POGUE, supra note 5, at 89 ("The median loss ratio among the seven carriers [in
the Texas student health insurance market] was 76 percent." (citation omitted)).
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surplus from billing private health insurance plans
for student health care services, at least 10 percent
of all net revenue generated through private
insurance collections shall be used to provide
subsidies for uninsured students to purchase a
school-sponsored health insurance plan or a private
insurance plan with comparable coverage."
These billing provisions address the needs of students and their•• 166
families, and will reduce barriers to accessing needed services
and delays in seeking care.167 Moreover, the bill provides that a por-
tion of any surplus amount gained from billing private insurance
health plans 16 should be allocated to providing uninsured students
with financial aid to offset the costs of obtaining health insurance,
either from school-sponsored health plans or in the private insur-
ance market.
In concert with the above section and recognizing that health
insurance is critical to student success in higher education, student
health insurance premiums should be an express part of any
calculation of the cost of attendance. The statutory cost of
attendance definition should thus be changed to ensure that these
premiums are included as part of all students' financial need to
attend higher education institutions.
"(f) INCLUSION OF HEALTH INSURANCE COSTS IN COST OF
ATTENDANCE CALCULATIONS.-Section 472 of the
Higher Education Act, 20 U.S.C. 108711 is amended:
"(1) in the first sentence-
166. See Mohn, supra note 32.
167. Uninsured young adults ages 19-29 would "wait as long as possible to seek care
when sick" at more than twice the rate of insured young adults. KEVIN QUINN ET AL., THE
COMMONWEALTH FUND, ON THEIR OWN: YOUNG ADULTS LIVING WITHOUT HEALTH
INSURANCE 8 (2000) (on file with the University of Michigan Journal of Law Reform),
available at http://www.commonwealthfund.org/usrdoc/quinn-ya.391.pdf?section=
4039. Further, 66% of young adults with no insurance over the past year went without
care. SeeJENNIFER L. KRISS ET AL., THE COMMONWEALTH FUND, RITE OF PASSAGE? WHY
YOUNG ADULTS BECOME UNINSURED AND How NEW POLICIES CAN HELP, 2008 UPDATE 10





168. See, e.g., Redden, supra note 29. As noted by Kent Smith Jr., Vice President for Stu-
dent Affairs at Ohio University, "We said, OK, this [private insurance billing] is something
we need to do because this is an untapped pool of resources." As well, "because Ohio[]
[University's] health center is funded by a general student fee, revenue from insurance
companies may free up funds for other areas," Smith said. He estimates that next year an
extra $200,000 of general fee funds can go to other areas, and by year three, $500,000. "'It's
real money.'" Id. (quoting Kent Smith Jr.).
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"(A) by striking "and fees" and inserting ", health insur-
ance costs, and fees"."
This amendment to the definition will provide clarity as to inclu-
sion of the costs of health insurance in a student's budget as well as
create a consistent consideration of health insurance costs as part
of the cost of attendance of any higher education institution, allow-
ing financial aid awards to take this amount into account.6 9
Finally, to ensure adequate compliance, enforcement and sanc-
tions are addressed in the bill.
"(g) RIGHT TO ENFORCE.-The Secretary may request
that the Attorney General bring an action in the
United States District Court for the District of Co-
lumbia for the enforcement of any provision of this
section, or may, under the direction or control of
the Attorney General, bring such an action. Such
court shall have jurisdiction and power to order and
require compliance with this section.
"(h) SANCTIONS.-
"(1) INELIGIBILITY.-A higher education institution that
fails to meet the requirements of this section for two
consecutive institutional fiscal years shall be ineligi-
ble to participate in the programs authorized by this
title for a period of not less than two institutional
fiscal years. To regain eligibility to participate in the
programs authorized by this tide, a higher educa-
tion institution shall demonstrate compliance with
all requirements under section 499B for a mini-
mum of two institutional fiscal years after the
institutional fiscal year in which the higher educa-
tion institution became ineligible.
"(2) ADDITIONAL ENFORCEMENT.-In addition to such
other means of enforcing the requirements of this
title as may be available to the Secretary, if a higher
education institution fails to meet the requirements
of this section for any institutional fiscal year, then
the higher education institution's eligibility to par-
ticipate in the programs authorized by this tide
becomes provisional for the two institutional fiscal
years after the institutional fiscal year in which the
higher education institution failed to meet the re-
169. SeeGAO, supra note 6, at 31 n.47.
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quirement of this section, provided, however, that
such provisional eligibility shall terminate-
"(i) on a finding by the Secretary that the higher educa-
tion institution has remedied its failure to meet the
requirements of this section; or
"(ii) in the case that the Secretary determines that the
higher education institution failed to meet the re-
quirement of this section for two consecutive
institutional fiscal years, on the date the higher
education institution is determined ineligible in ac-
cordance with subparagraph (1)."
In these parts of the proposed statute, standard enforcement and
sanction provisions are put into place. For the sake of consistency,
enforcement 7 and sanction v rules are based on other sections of
the Higher Education Opportunity Act, and generally provide a
period of one year to remediate deviation from the statute's provi-
sions and imposition of sanctions after two years of violations.
V. CONCLUSION
Analysis of school-sponsored health insurance, the policies
surrounding it, and the students and families affected by it clearly
indicates that there are several major concerns that must be
addressed. Issues with the conflict of interest associated with
school-sponsored plans, the limited and varying quality and
coverage of such plans, the rejection of private health insurance on
campus, and the need to provide uninsured students with some
assistance in acquiring adequate health care insurance must be
addressed to ensure that this population can focus on attending
school and learning in the most effective and efficient way.
Statutory efforts as proposed here will address this critical policy
issue and move this important debate toward workable solutions.
Higher education institutions have a fiduciary duty to students
and their families. Because these institutions serve the public, they
must be responsive to the public's needs. Some have risen to this
call, 72 but alas, they are the exception.
170. See, e.g., Higher Education Opportunity Act of 1965 § 440(g), 20 U.S.C. § 1087-
3(g) (2008).
171. See, e.g., Higher Education Opportunity Act of 1965 § 487(d)(2), 20 U.S.C.
§ 1094(d)(2) (2008).
172. For example, with respect to the issue of private insurance billing,
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It is essential that our student health care policy be sensitive to
the difficult environment in which students and their families must
struggle to obtain higher education. 73 The current condition of
student access to health care is deplorable. As noted by Senator
Edward Kennedy, "It is unacceptable that twenty percent of college
students are uninsured and that some college health plans exclude
coverage for preventive services and limit payments for benefits
such as prescription drugs. Students must be healthy to learn, and
guaranteeing that they have quality health coverage should be a
priority for our nation."74 This means addressing the way universi-
ties promote the educational mission for the benefit of students by
looking for alternatives to best serve students' health care needs.
75
"This whole process began by talking to students and parents to find out if it was even
a direction the University needed to go," said Vice President for Student Affairs
Levester Johnson. "The response was clear; students and parents desired increased
and convenient access to a physician's care. Our partnership [for billing private
health insurance] is just another example of the University's commitment of provid-
ing students with quality services that support their academic goals."
Butler University, supra note 33.
173. "Although many college health service personnel might have thought they were
invincible, they now realize the need to change how we do business-particularly how we
relate to the rest of the higher education community and to the 'outside' medical commu-
nity." H. Spencer Turner & Janet L. Hurley, The History and Development of College Health, in
THE HISTORY AND PRACTICE OF COLLEGE HEALTH, supra note 92, at 1, 20.
174. Posting of Senator Edward Kennedy to The Hill's Congress Blog, http://
blog.thehill.com/2008/03/31/percent-of-uninsured-college-students-unacceptable-sen-
edward-kenedy/ (Mar. 1, 2008, 10:51 EST) (on file with the University of Michigan Journal
of Law Reform).
175. See Englund, supra note 51. For example,
The reasons many medium- and large-schools do not make it easy to use family cov-
erage involves historical and cultural obstacles to health centers doing coding,
"credentialing" ... and the paperwork and additional administrative costs involved
with filing insurance claims. On one hand, who can blame them? Who wants to deal
with insurance companies when many of us rightly or wrongly feel that their goal in
life is to "delay, deny and frustrate?" Many doctors and nurses are attracted to college
health centers because they can avoid some of these "headaches" and focus exclu-
sively on providing care.
However, budgets are too tight to allow the cultural barriers to continue to stand. Ac-
cepting a family's current health insurance policy can eliminate the need for fee
increases and prevent staffing cuts. Ohio University and the University of South Flor-
ida are two recent examples of schools that recently moved to insurance billing to
address financial challenges, keeping administrative costs down along the 'ay.
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Importantly, to accomplish this, schools must fulfill their duty to
be good stewards of increasingly strained student resources. 176 This
is the number one factor of successful college health programs: "1.
Involvement of Stakeholders. A successful student health service is
able to identify and connect with stakeholders, and to address their
expectations and concerns."'77 Such efforts will also address the
needs of other key "customers" of the student health system, in-
cluding parents and administrators attempting to secure resources
to ensure that the school's goals for its students are reached.
With the challenges of funding all aspects of university life,
higher education institutions must not waver from continuing to
seek a high level of quality for health services provided to students.
If they do not do so, support for the important mission of student
health care will dwindle, creating even more challenges to main-
taining and promoting student health."8
Spencer Turner and Janet Hurley, in their seminal work on the
topic, The History and Practice of College Health, recognized the im-
portance of considering alternative funding for student health
services. As they note, "The mission of the student health service-
to keep the most students at the most books the most time-can
no longer be carried out in isolation. We need health care pioneers
who can forge new alliances and new partnerships, who can accept
the challenge of doing more with less, and do it exceedingly
well." 7 9
The reality is that students need a standard set of health care ser-
vices that are accessible and efficient in order to obtain the care that
is essential to their health and learning. Access to health care is in-
timately related to access to health insurance. Through a process of
policymaking that provides adequate standards for services, costs,
and amounts spent on health care services, the goal of health care
access for this population can be reached. That means, in the
words of Turner and Hurley, "forging new alliances and new part-
nerships," by moving beyond the areas of traditional comfort and
176. "In order to be able to offer the kinds of services that students these days need and
want, you need ... to be good stewards of resources." See Redden, supra note 29 (quoting
Madonna McDermott, director of the Student Health Service and Wellness Center at the
University of St. Thomas).
177. See Wayne Erickson et al., Administration and Financing of College Health, in THE His-
TORY AND PRACTICE OF COLLEGE HEALTH, supra note 92, at 42, 75.
178. "Funding must be adequate to support quality programs .... If a student health
service cannot meet the community standard or expectation of stakeholders, then it may be
underutilized, quality will suffer, and students will not support the program." Id. at 70.
179. Turner & Hurley, supra note 92, at 15 (quoting Dr. Harold Enarson, former Presi-
dent of Ohio State University).
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working with school-sponsored and private insurers that look to
the health of students as their focus and goal.
In 1860, when the first university health programs began, "good
health was considered essential to academic achievement. It still
is."' 8° Let us hope this lesson continues to be recognized as higher
education institutions take into account the needs of students in
the challenging world of student health for this generation, and
future generations to come. We need to consider that students are
the future of our society, and schools can only further their educa-
tional mission and social impact through a healthy student body.'8'
180. See id. at 20.
181. See Bryan A. Liang, Ailing College Health Programs: Cures for College-Sponsored Program
Woes, UNIv. BUsINESS,July 2008, at 80.
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